U p to 40% of penetrating eye injuries are complicated by the presence of an intraocular foreign body (IOFB).
1,2 It may be toxic (iron, copper, vegetable matter) or inert (glass or plastic). Vision loss may result from the mechanical injury or from post-traumatic complications such as endophthalmitis, retinal detachment, metal toxicity and sympathetic ophthalmia. 2 Prompt diagnosis, referral, removal of the IOFB and surgical repair will help to preserve the visual acuity and the globe anatomy.
Recognition and diagnosis
When the patient presents, conduct an initial trauma assessment and resuscitation (if necessary) using the airway-breathing-circulation-disability-exposure (ABCDE) systematic approach. 3 Ask about systemic comorbidities, allergies to medication and time of last meal. Non-ocular injuries, such as head injuries, should be managed with the help of other specialists.
What to ask when taking a history (ATMIST-V):
A Age of patient T Treatment or intervention already given -V Visual status before injury (previous history and surgery) and whether any protective eye wear was worn A retained IOFB in the posterior segment is usually hidden from view (occult). Assume that the patient has a retained IOFB until proven otherwise, even after a long period of time.
1,2
Record the baseline best-corrected visual acuity in each eye and conduct a complete examination of both eyes and adnexae. Use Desmarre's retractor to avoid undue pressure on the globe during examination.
History and clinical findings that should raise the suspicion of an IOFB include: a history of hammering a metal object, a scleral wound with uveal prolapse, a corneal entry point with oedema, a shallow anterior chamber, an iris hole, an irregular pupil, a lens defect and vitreous haemorrhage.
Remedies and immediate management
After examination, you should:
1 Protect the eye from further damage by using an eye shield. 2 Administer systemic analgesics. 3 Administer prophylactic broad-spectrum systemic antibiotics. 4 Administer anti-emetics if the patient has nausea or vomiting. 5 Update tetanus prophylaxis. 6 Recommend 'nil by mouth' status in preparation for surgery. 7 Carefully document all findings and actions taken. not press on the sclera
• Do not attempt to pull out any foreign material that may be sticking out of the eye.
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Emergency management: penetrating eye injuries and intraocular foreign bodies
Penetrating injuries require immediate first aid and urgent referral to a specialist, particularly if there is a foreign body in the eye.
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A penetrating eye injury with iris prolapse.
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Referral
Refer the patient urgently to a facility that has the following:
• An ophthalmic surgeon who is equipped for pars plana vitrectomy (required for posterior IOFB)
• Imaging facilities: orbital X-ray and ultrasound, and CT scan. MRI is contraindicated until you have excluded the possibility of a metallic IOFB
• An operating theatre where urgent removal of IOFB, intravitreal antibiotic injection and surgical repair can be done.
Gently explain to the patient that multiple operations may be required and that visual prognosis is uncertain, but taking up the referral as quickly as possible will give them the best chance. Send the patient with a comprehensive referral note and alert the surgeon.
Rehearsal
In preparation for handling such a patient, you need to ensure that your clinic has the following items:
• Equipment. Desmarre's eye retractor, rigid eye shield, tape, standard examination equipment 
Figure 3
Cut an appropriate length of tape
Figure 4
Apply tape to hold the shield in place
Figure 2
You can make your own eye shield using an oval piece of card
Instructions
1 Explain to the patient that the eye needs to be protected. 2 Ensure that there is good lighting. 3 Wash your hands. 4 Prepare the eye shield. 5 Ask the patient to close the affected eye. 6 Clean and dry the skin around the eye, as well as the forehead and cheek. This will allow the tape to hold fast. 7 Place the shield carefully over the eye. Ensure that the edges rest comfortably on the bones around the eye and not on the eye itself, or on the soft tissues surrounding it, as this can cause further damage. 8 Cut an appropriate length of tape (Figure 3) . 9 Use the tape to hold the shield in place (Figure 4 ).
